BERNARD FANTUS, MS, MD.

Associate Professor of Therapeutics, Rush Medical College

CHICAGO

Reprinted from The Journal of the American Medical Association
Now.|' 23, 1918, Viol. 71, pp. 1736-1739

CopYRIGHT, 1918
AMERICAN MEDICAL ASSOCIATION
Five Hunprep AND THIRTY-FIVE NoORTH DEARBORN STREET
CHICAGO







Clinical Observations on Influenza

RIBERSNEASREPIE WHE A NHINELS o MES: o M D

Associate Professor of Therapeutics, Rush Medical College
CHICAGO






CLINICAL OBSERVATIONS ON
INELUENZA

BERNARD FANTUS, M.S, M.D.

Associate Professor of Therapeutics, Rush Medical College
CHICAGO

The epidemic, or rather pandemic, of influenza
through which Chicago has just passed has afforded
me an opportunity of making observations that it might
be of interest to record, as they were made in family
practice, which is not so well represented in medical
literature as is that of the hospital, even though the
vast bulk of the work of the medical profession lies
in the former field rather than in the latter.

One of the startling features of the pandemic was
its sudden flaring up and its equally sudden decline,
reminding one of a flame consuming highly combustible
material, which died down as soon as the supply of the
material was exhausted. There is every reason to
believe that, within a few weeks of its onset, the infec-
tion was universally present in the nose and throat of
the people, disseminated by mouth spray given off on
talking by innumerable carriers and, in addition, by
the coughing and sneezing of the sick. Susceptibility
was very general, though it varied greatly in degree.
Among those who escaped well marked sickness there
are few who could not recall having had an occluded or
running nose, or a raw feeling in the throat, or a
cough, or aches and pains, at some time during the
period of the prevalence of the disease, these probably
representing the price such persons paid for their
immunization. That blood relationship had something
to do with susceptibility was shown by the fact that,
in some families, every member developed the disease
in well marked form, while in others there was not
one definite case, though exposure to the infection had
taken place. The very old and the very young showed
themselves, on the whole, less susceptible.
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In view of this universal prevalence of the infection,
quarantine was necessarily useless. During this pan-
demic, wearing of face masks had no greater prophy-
lactic effect than the liberal consumption of whisky
that was indulged in by some for this purpose, or the
traditional camphor bags that were found hanging
about the necks of so many children sick with influenza.
That face masks were useless in protecting one against
the infection was shown by the fact that nurses, who
of all people were especially given to wearing them,
were notoriously prone to become victims of the infec-
tion. This is easily understood when we realize that
the conjunctiva is continuous with the respiratory
mucous membrane and that the eye, unless especially
protected, is particularly exposed to bombardment by
minute particles in the air. Of course, face masks are
useful to protect others against infection by the mouth
spray of the wearer. L

The symptomatology of the disease was quite mul-
tiform. Thus, there were cases that merely showed
fever without aches and pains, and others in which
there were aches and pains without fever, though gen-
erally both were present. Profuse sweating occurred
in most cases, increased undoubtedly by the medication
employed. The majority of patients coughed, some
coughed and vomited, and some vomited and did not
cough. The nose was not as frequently affected as
were the bronchial tubes. When it was involved, there
was a marked tendency to nosebleed. The throat was
rarely complained of. TIts examination merely revealed
hyperemia, and only exceptionally follicular exudate.
A few cases of dysenteriform disturbance were encoun-
tered. Prostration was generally out of proportion to
the height and duration of the fever.

The average duration of the disease in uncompli-
cated cases was about three days. There was, how-
ever, quite a tendency to the occurrence of a relapse,
increased, it seemed, by getting out of bed prematurely.
The relapse was in some cases more severe than the
primary attack, and in others less severe.

Bronchopneumonia was the most important and most
serious complication. In every case of pneumonia
that I observed in this epidemic, its occurrence was
apparently due either to inability or unwillingness, on
the part of the patient, to stay in bed long enough or
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thoroughly enough; or to physiologic handicaps, such
as pregnancy, organic heart disease, chronic bronchitis,
infancy or old age; or, most especially, to these two
influences combined. Over and over again, this was
the story: The patient had an ordinary attack of influ-
enza, during which he did not stay in bed continuously.
He then felt a little better, got up, and was taken sick
again—this time with severe symptoms—and he soon
displayed the phenomena of bronchopneumonia. On
the other hand, patients who from the beginning of
their sickness were kept in bed continuously, and who
staid in bed until they had been perfectly well for two
or three days, seemed to be quite immune from this
complication. If thorough bed treatment of the attack
of influenza actually prevents bronchopneumonia, as
is my belief, then we must consider this treatment of
life-saving importance. How bed treatment might
prevent pneumonia, as well as lessen the tendency to
relapse, can be understood when we think of an attack
of influenza as a state during which the victim of the
infection acquires immunity against the organisms that
are attempting to invade his system. We have abun-
dant evidence that warmth favors the development of
immunity, and that chilling antagonizes it. A patient
who is kept in bed at a uniform temperature is there-
fore in a favorable condition to triumph over the
enemy within him. Chilling, on the other hand,
weakens the defenses and turns the tide of battle
against the patient. Sweaty skins and wet garments
predispose to chilling. Thus it is easy to see why the
freely perspiring influenza patient must be particu-
larly susceptible to chilling. Especially critical is the
period when the patient’s temperature is just falling
to, or below, the normal. He is then commencing to
feel fairly well, and sees no reason for staying in bed.
With skin and garments wet with perspiration, he gets
out of bed, but soon returns, chilly and miserable,
having lost the immunity that was just becoming
established. A relapse or an attack of bronchopneu-
monia is the result.

The time the patient should remain in bed might be
placed, for mild cases, at from two to three days,
counted from the time the patient has commenced to
feel perfectly well for a whole day. For severe cases,
and in handicapped patients, or when fine crepitant
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rales continue to be heard in the chest, the time taken
for full establishment of convalescence should be con-
siderably increased.

As it is important to protect the patient against
chilling, use of the bed pan and of the urinal must be
insisted on. This also prevents the fainting on going
into the toilet room that occurred in quite a number
of cases. It is no less important to keep the patient’s
garments and bedclothing dry. The danger of wet
clothing is best appreciated when it is realized that a
person wrapped in wet fabric loses heat faster than the
same body would if it were naked. To keep these
profusely perspiring patients dry is quite a task, which
should, however, be faithfully carried out by the nurse,
who, on removing the wet garments, should rub the
patient dry with a warm towel and apply warm, dry
clothing, all this being done under covers. The prop-
osition of keeping the patient warm must not be car-
ried out to the extent of keeping the patient hot. The
temperature of the sick room should not exceed 70 F.
Nor does this proposition militate against free ven-
tilation, provided this is carried out so as to admit
fresh air liberally into the room without exposing its
occupants to the danger of chilling. For most of these
cases, good nursing was more important, as well as
more difficult to secure, than good doctoring. This
pandemic occurring at a time when there was such great
scarcity of trained nurses, on account of the war,
brought home to us how necessary it is for every
woman—and every man—to be at least somewhat
skilled in nursing the sick.

In view of the absence of specific treatment, the
therapy of this disease had to be symptomatic. This
form of therapy—often disdainfully characterized as
“merely symptomatic”—represents, in my view, the
very acme of the medical art. Perhaps, if we would
instead use the term “functional therapy,” as has been
suggested, its significance and importance would be
better appreciated. It is our duty and privilege to take
care of the derangements of the patient’s functions
while his system is fighting the infection. Since these
derangements were of most varied character and
intensity, such a thing as a routine treatment of influ-
enza is obviously an absurdity.
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The symptom that perhaps attracted most therapeu-
tic attention, and probably least deserved it, was the
fever. This was rarely high enough to be of detriment
to the patient. When it became too high—exceeded,
let us say, 104 F.—it was easy to reduce it by hydro-
therapy or by antipyretic medication. On the other
hand, a proper object of therapeutic attack were the
pains and aches to which so many of these patients
were subject. It was their analgesic, rather than their
antipyretic action, that rendered various coal-tar deriv-
atives so useful in this condition. It made very little
difference whether acetylsalicylic acid or other
salicylate, acetphenetidin, antipyrin or pyramidon were
selected, provided the proper dose was chosen, namely,
the smallest possible dose adequate to produce the
desired result. I have seen as little as 0.12 gm. of
acetphenetidin or of pyramidon, when given every
hour, followed within a few hours by complete relief
of the discomforts against which they were adminis-
tered. The chief disadvantage of all these bodies is
their great sudorific action. This at times made the
patients more uncomfortable than the aches against
which they were used. Hence, when great pain was
complained of, and its antitussic action did not ren-
der it contraindicated, I have added an opiate—gen-
erally codein phosphate, 0.03 gm., to each dose of
pyramidon—rather than to increase the dose of the
coal-tar analgesic. It is a somewhat disagreeable thing
to reflect on that this treatment might make the patient
feel so comfortable that, considering himself well
before he really is, he may interrupt his bed treatment
prematurely and thus invite occurrence of relapse or
even of pneumonia.

The proper management of the cough is probably of
fundamental importance. If retention of secretion and
clogging up of bronchioles favors the development of
bronchopneumonia, as it is only reasonable to believe,
then favoring expectoration may save life. It has
been my good fortune to come across a number of
patients in whom, from the rapid and distressed breath-
ing, the almost nonproductive cough, and the innumer-
able fine rales in the chest, one feared the onset of
pneumonia, that cleared up phenomenally, within a
couple of days, under the influence of iodid coupled
with the liberal ingestion of fluid. In milder cases, I
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have used, as expectorant, ammonium chlorid in doses
of 0.3 gm. prescribed with a flavoring syrup vehicle
and taken in half a tumblerful of water, every two
hours. But, when the more serious nature of the case
demanded a more drastic action, or when the patient
obtained no relief from the ammonium chlorid, I have
nearly always succeeded in securing a satisfactory
result by the addition of 0.12 gm. of sodium iodid to
each dose of ammonium chlorid, given in cases in
which prompt action seemed urgent every hour, and
later, every two to four hours. The interval between
the doses is increased as expectoration or nasal dis-
charge become freely established. Reasoning and clin-
ical observation have led me to believe that any expec-
torant given for the purpose of loosening secretion
is likely to be disappointing unless its administration
is accompanied by the liberal ingestion of fluid. Hence
I have urged the ingestion of a tumblerful of fluid
every hour, while the patient is awake, having the
patient take a tumblerful of milk or other nutritious
fluid every two hours, and a glassful of lemonade,
grape juice and water, seltzer water, or other drink
every two hours, alternating with the milk. When
the secretion has become profuse, an aromatic expec-
torant like creosote carbonate would seem to be indi-
cated. However, in these cases I have found this agent
unsatisfactory. In a number of instances, discontin-
uance of the iodid and use of creosote carbonate in
0.3 gm. doses every four hours was followed by prompt
aggravation of the cough and increase in the number of
rales heard in the chest, as' well as the reappearance
of fever. I therefore now reduce the daily dosage
of iodid very gradually instead of stopping it abruptly,
and have not employed creosote carbonate of late, even
when the expectoration has seemed excessive. I
believe that the prescribing of an opiate, whether by
itself or in complex cough.syrups, is pernicious prac-
tice, a direct invitation to the onset of bronchopneu-
monia. An exceptional case may be found now and
then, in which a patient with a chest free from physical
findings is kept from sleep by a useless, absolutely
nonproductive cough. In such a case, a sufficient dose
of codein, 0.03 gm. every hour at bedtime for a few
doses, secures a good night’s rest; and the ingestion
of a dose every four hours during the day maintains
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comfort. When, however, the cough is at all produc-
tive or there are rales in the chest, experience has
made me afraid to prescribe opiates in any form or any
dose. Even if the opiate is not followed by the devel-
opment of bronchopneumonia, it will prolong the dura-
tion of the trouble, as the harassing cough returns as
soon as the opiate is stopped. Should the cough be
excessive and interfere with sleep, it is well to try to
lessen the nervous excitability by means of bromid,
which may be given combined with the iodid.

Insomnia should not be permittted in these patients
for more than one night. Since sleep is as important
as food for the maintenance of strength, and as we
never know at the beginning how long the case may
last or how serious it may become, it is, to say the
least, prudent to procure sleep for the sufferer. The
sleep must not be sufficiently profound or continuous,
however, to abolish coughing for many hours. I have
found it convenient to carry with me 0.3 gm. barbital
tablets and to have the patient who has difficulty in
going to sleep take one at bedtime, to be repeated in
two hours if he is not yet asleep. As barbital has not
proved uniformly successful, I have prescribed with
more complete satisfaction in those cases in which
barbital failed, 0.3 gm. of chloral hydrate to be repeated
every hour until the patient is asleep. Of course, the
chloral could not be used in patients with enfeebled
circulation.

A tendency to vomiting on slight provocation was
so generally present, especially in children and young
women, that it was found wise to limit the patient to
liquid diet. ~Eating crackers or an apple has precipi-
tated an attack of emesis. Medicine was also likely
to do this, especially the administration of ammonium
chlorid. Hence it is well to start this medication
cautiously in those predisposed to emesis, by giving
at first one-fourth and later one-half the desired dose
and not going up to the full dose until one feels
confident that it is likely to be tolerated. With some
patients, vomiting was a prominent and distressing
symptom. In such cases, twenty-four hours of com-
plete rest to the stomach, even to the extent of limiting
the ingestion of water to teaspoonful doses every
fifteen minutes and withholding all medicine, usually
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controlled the difficulty. To prevent dehydration of
the system and the development of acidosis, as well as
to favor expectoration, retention enemas of 250 c.c,
or of as much as the patient could hold, of physiologic
sodium chlorid solution with sodium bicarbonate, two
teaspoonfuls to the quart, were used from every four
to eight hours, the shorter intervals being employed
when the amount that could be retained was rather
small.

It would consume too much space to describe in
detail all the other measures that were found useful:
such as prolonged irrigation of the auditory meatus
with hot water followed by hot glycerin for earache,
the use of menthol for the rhinitis, or of the potassium
chlorate-ferric chlorid gargle for sore throat, when
disturbance of these parts was prominent ; strapping the
lower border of the ribs with adhesive plaster for pain
and soreness due to strain from coughing, and the
application of the ice bag for excessive headache, or
mustard poultices to especially sore areas elsewhere.
The employment of cathartics was, of course, quite
generally required. Solution of magnesium citrate was
so popular for this purpose that druggists could hardly
put it up fast enough during the pandemic to keep
ahead of the demand.

I am fully aware of the fact that the great short-
coming of such reports as this one is its lack of
numerical data and hence of definiteness, and the con-
sequent difficulty of arriving at scientific conclusions.
Even though the observations laid down were made in
more than a thousand cases of influenza, many of these
were seen only once. Hence it is impossible to be cer-
tain of the subsequent course in a considerable number
of these cases. Some of these patients may subse-
quently have developed pneumonia and called another
physician. Among those treated from the very. begin-
ning, whose subsequent course was known, broncho-
pneumonia occurred in four cases.

One patient was a pregnant woman who did not stay in
bed during the first febrile period, because for a part of the
time she had to take care of herself and of a sick baby. She
recovered.

One patient, a young foreigner, came to my office with a
temperature of 103 F. When he arrived home with instruc-
tions that he must go to bed and stay there, his wife turned
him out of the house, saying that she had to look out for
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herself and her children. He stayed without care in a
rooming house for three days, and when I saw him again he
had a violent hemorrhagic bronchopneumonia from which he
died.

A young man with valvular heart disease, who was taken
care of by his mother and who refused to stay in bed for
evacuation of urine and feces, developed pneumonia and died
from it within five days of the beginning of the disease.

An old woman, who probably stayed in bed from the com-
mencement of her illness, developed an extensive broncho-
pneumonia involvement from which she died after ten days.

In nearly every instance of about twenty-five cases
of bronchopneumonia seen for the first time after the
establishment of this complication, there was a history
of incomplete bed treatment; and, in some, consid-
erable evidence that the physician previously in charge
had used an opiate.

SUMMARY

Bronchopneumonia, the great cause of death from
influenza, is probably in a considerable proportion of
cases a preventable complication.

The prevention of bronchopneumonia rests chiefly
on the enforcement of sufficiently thorough and pro-
longed rest in bed, and the favoring of free expectora-
tion by the copious ingestion of fluid and perhaps the
use of iodid and the avoidance of opiates.

719 South Ashland Boulevard.
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